
( 2 )  	 According to t h ef o l l o w i n gf e ef o rs e r v i c es c h e d u l e  f o r  h o m e  visiting 
Services . 
d e s c r i p t i o n  fee Per  Unit of Serv i ce  

Home-Vi s i  t i homevisiting Services $70 



for 

due 

Attachment 4.19 A&B 
Page 3-;7 

Reimbursement Methodology �or Enhanced Services �or Pregnant and Postpartum

Recipients 


A. Request �or Payment. 


(1) 	 Requests for payment of Healthy Start Program services rendered 

and completed shall be submitted by an approved provider according 

to procedures establishedby the Department of Health and Mental 

Hygiene. Payment requests which are not properly prepared or 

submitted may not be processed, but shall be returned unpaid to 

the provider. 


(2) 	 Requests for payment shall be submitted onthe invoice form 

specified by the Department of Health and Mental Hygiene. A 

separate invoice shallbe submitted for each participant. The 

completed form shall indicate
the: 


(a) Date or dates of service; 


(b) Participant‘sname and Medical Assistance number; 


(c) Provider‘s name, location, and provider number; and 


(d) 	 Nature, unit or units, and procedurecode or codes of 

covered services provided. 


(3) 	 Providers shall bill the Medical Assistance Program the 

appropriate fee specified
in Section C below. 


B. Billing Time Limitations. 


(1) 	 The Department of Health and Mental Hygiene shall not pay for 

claims received by the Medical Assistance Program for payment more 

than 6 months 
after the completed service date. 


(2) Claims7 for services completed on different dates and submittedon 

a single form shallbe received by the Medical Assistance Program

within months of the earliest completed service date.
6 


( 3 )  	 A claim I vwhich is rejected for payment to improper completion 
or incomplete information shall be paid onlyif it is properly

completed, resubmitted, and received bythe Medical Assistance 

Program withinthe original 6 month period, or within
60 days of 

rejection, whichever is later. 




be 

Attachment 4.19 A&B 
Page )2- 3c 

Reimbursement Methodology for Enhanced Services for Pregnant and Postpartum

Recipients 


C. 	 For professional- services renderedby a physician, certified nurse

midwife, nutritionist, home visiting provider,
and certified outpatient

alcohol and drug abuse program, reimbursement will the lower of: 


(1) The provider's customary charge to the general public; 


(2) The Department's fee schedule. 




completed  

Attachment 4 .19  A & E 
Page 3) 

ReimbursementMethodology for TargetedCase management f o r  HighRisk I n f a n t s  and 
Children: 

A .  Request f o r  Payment 

( I )  Requestsfor  payment of Heal thy  S tar t  Program servicesrendered and 
completed shall  be submitted by an approvedprovideraccordingto 
procedures established by theDepartment of HealthandMental 
Hygiene. Payment requests  which arenotproperlyprepared or 
submitted may not be processed,butshal lbereturnedunpaidtothe 
provider .  

( 2 )  	 Requestsfor  payment s h a l l  besubmitted on the invoice form 
s p e c i f i e d  by  t h e  Department of  Healthand Mental Hygiene. A 
sepa ra t einvo icesha l l  be submi t tedforeachpar t ic ipant .  The 
completed form s h a l l  i nd ica t ethe :  

(a)Date o r  da tes  of s e r v i c e ;  

(b)  P a r t i c i p a n t ' s  name and AssistanceMedical number; 

(c>  P r o v i d e r ' s  name, l o c a t i o n ,  and provider  number;and 

(d )Na tu re ,un i t  o r  u n i t s ,  andprocedurecode o r  codes of  
coveredservicesprovided.  

( 3 )  	Providers shall b i l l  t he  med ica l  Ass i s t ance  Program f o r  the  
appropr i a t e  f ee  spec i f i ed  i n  Sec t ion  C below. 

B .  B i l l i n g  Time Limi ta t ions  

(1) The Department of Healthand Mental Hygiene shall not pay f o r  claims 
received by  themedical Assistance Program f o r  payment more than td 
months a f t e r  date.t h e  service f 

( 2 )  	 Claims f o r  servicescompleted on d i f f e r e n t  d a t e s  andsubmitted on a 
single form s h a l l  be received by theMedicalAssistance Program 
within 6 months of the  ear l ies t  comple ted  serv ice  da te .  

( 3 )  A claim cwhich i s  r e j e c t e d  f o r  paymentdue t o  impropercompletion o r  
incompleteinformationshal lbepaidonly i f  i t  is  properly 
completed,resubmit ted,  and received by themedicalAssistance 
Program w i t h i n  t h e  o r i g i n a l  6 m o n t h  p e r i o d ,  o r  w i th in  60 days o f  
re jec t ion ,whichever  is l a t e r .  

c

I apr d 9 7BCJ 

TN KO. - ApprovalDate 2 - V 

Supersedes 
TN N O .  90-5 Ef fec t ive  date 



C .  Payments shall be made: 

( 1 )  Only t o  a qual i f iedproviderforcoveredservicesrenderedto a 
p a r t i c i p a n t .  as s p e c i f i e di nt h i ss t a t ep l a n  amendment;and 

( 2 )  	 According to  thefollowingfee-for-servicescheduleforHome-Visit ing 
Serv ices .  

Descr ip t ion  Fee Per UnitofService 

Home-Visiting $70Services 

Recovery and Reimbursement. 

A .  	 I f  thepar t ic ipanthasinsurance  C I S  i f  any otherperson is  o h l i g a t e de i t h e r  
l e g a l l y  o r  c o n t r a c t u a l l yt o  pay f o r .  or  t or e i m b u r s et h e  p a r t i c i p a n tf o r ,  
any serv icescoveredundertheseregula t ions ,theprovidersha l l  seek 
payment from t h a ts o u r c ef i r s t .I f  payment is made by boththemedical 
Assis tance Programand theinsurance o r  o the rsource ,thep rov ide rsha l l  
r epor t ,w i th in  15 daysa f t e rthec lose  of eachmonth, on a form designated 
by theDepartmentofHealthandmentalHygiene,the amount paid by t he  
MedicalAssistanceProgram.andtheinsuranceortheothersource, 
whicheve1 is  l e s s ,  andrefundtheto ta l  amount ofthelesser  of the two 
payments reportedtothemedicalassis tance Program a t  tha tt ime.  

B .  	 I f  refund of 3 payment a ss p e c i f i e di nS e c t i o n  A above is  notmade the 
Department of Health and?!entalHygiene s h a l l  havetheright t o  reduce I t s  
cu r ren t  payment tothep rov ide r  b}- the  amount ofthedupl icatepayment  
overpayment o r  t h i r dp a r t y  payment. 



completed  

Attachment 4 . 1 9  A S; B 

ReimbursementMethodology for  Targe ted  Case management f o r  High R i s k  pregnant 
Recip ien ts :  

A .  Requestfor  Payment 

(1) Requestsfor  payment of  Hea l thy  S ta r t  Program servicesrenderedand 
completed s h a l l  be submitted by anapprovedprovideraccordingto 
procedures  es tab l i shed  by theDepartment of HealthandMental 
Hygiene. Payment reques ts  which arenotproperlypreparedor  
submitted may not  be processed, but s h a l l  be returnedunpaidtothe 
provider .  

( 2 )  	Requestsfor  payment s h a l l  be submitted on theinvoice form 
s p e c i f i e d  by theDepartment of HealthandMentalHygiene. A 
s epa ra t einvo icesha l l  be submi t t edfo reachpa r t i c ipan t .  The 
completedform s h a l l  i n d i c a t e  t h e  : 

( a )  Date or  da t e s  of  s e r v i c e ;  

( b )  P a r t i c i p a n t ' s  name and AssistanceMedical number; 

( c )P r o v i d e r ' s  name, l o c a t i o n ,  and andprovider number; 

(d )na tu re ,un i t  o r  u n i t s ,  andprocedurecode o r  codesof 
coveredservicesprovided.  

( 3 )  	P r o v i d e r s  s h a l l  b i l l  t h e  MedicalAssistanceProgramforthe 
a p p r o p r i a t e  f e e  s p e c i f i e d  i n  S e c t i o n  C below. 

B .  B i l l i n g  Time Limi ta t ions  

(1) The Department of HealthandmentalHygieneshallnot pay f o r  c la ims 
rece ived  by theMedicalAssistanceProgramfor payment more t h a n  6 
months a f t e r  date .t h e  service 

( 2 1  	Claims forservicescompleted on d i f fe ren tda tesandsubmi t ted  on a 
s i n g l e  form s h a l l  be received by theMedicalAssistanceProsram 
wi th in /  monthsofthe e a r l i e s t  completedservicedate .  

( 3 )  A claim7which is  r e j e c t e d  fo r  paymentdue to improper completion or 
incomple teinformat ionsha l lbepa idonlyi f  i t  i s  properly 
completed,resubmitted,andreceived by theMedicalAssistance 
Program wi th in  the  o r ig ina l  month per iod ,  o r  wi th in  60 days o f  
re jec t ion ,whichever  i s  l a t e r .  -

i 
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Fee 

c,  payments shall be made: 

(1) only t o  a qua l i f i edprov ide r  f o r  coveredservicesrenderedto a 
p a r t i c i p a n t ,a ss p e c i f i e d  i nt h i ss t a t e  p l a n  amendment;and 

of  uni t  PerDescr ip t ion  Service 

Home-Visiting $70Services 

Recovery and Reimbursement. 

A .  	 If thepar t ic ipanthasinsurance  or i f  anyotherperson is obl iga ted  e i ther  
l e g a l l y  o r  con t r ac tua l ly  t o  pay f o r .  o r  t o  reimburse the p a r t i c i p a n t  f o r  
any servicescoveredundertheseregulat ions,  the provider s h a l l  seek 
payment from t h a ts o u r c ef i r s t .  If payment is  made by boththeMedical 
Assis tance Programand theinsurance or  o the r  source, thep rov ide rsha l l  
r epor t .w i th in  15 days a f t e r  t h e  close of eachmonth. on a form designated 
by theDepartment of HealthandmentalHygiene,the amount paid by the  
medicalAssistanceProgram,andtheinsurance or the  other source,  
whichever is l e s s .  and re fundtheto t31  amount of t hel e s se ro f  t h e  two 
payments repor ted  to themedicalAssistance Program at t h a tt i m e  

B ,  	 If refund o f  3 payment as spec i f i edinSec t ion  A above is not made, the  
Department of Health 3rd mentalHygiene s h a l l  have ther ighttoreduce  i t s  
cur ren t  payment totheprovider  by the amount of t h e  dup l i ca t e  payment, 
overpayment. or  t h i r d  parry payment 



Attachment 4.19-A & B 
Page:9 - A  
Effective: 10-1-89 

Reimbursement Methodology: Hospice Care 


1. 	 The Program will pay a hospice care provider at one of four 

rates for each day that a participant is under the 

provider's care. The daily payment rates for a provider for 

routine home care, continuous home care, general inpatient 

care, and inpatient respite care will be in accordance with 

the amounts established by the Health Care Financing

Administration (HCFA) of the U. S. Department of Health and 

Human Services for hospice care under a Medical Assistance 

Program. 


2. 	 The four daily rates are prospective rates, and there will 

be no retroactive adjustment other than a limitation on 

payments for inpatient care. 


a. 	 During the 12-month cap period beginning November 1 of 

each year and ending October 31 of the following year,

the aggregate number of inpatient days (both for 

general inpatient care and inpatient respite care) may 

not exceed 20 percent of the aggregate total number of 

days of hospice care the provider furnished to Medical 

Assistance hospice participants during the same period. 


b. 	 If the aggregate number of inpatient care days exceeds 

the maximum allowable number, the limitation on 

reimbursement for inpatient care will be determined in 

accordance with the methodology established by HCFA, 

and any excess reimbursement will be refunded to the 

Program by the provider. 


C. 	 Any days of care furnished to participants diagnosed

with Acquired Immune Deficiency Syndrome (AIDS) will be 

excluded in calculating the limitation on payment for 

inpatient care. 


3 .  In addition to the daily rates for hospice care, the Program
will make separate payment to the hospice care provider for 

. physician services subject to the following requirements: 

(a) 	The services must be direct patient care services 

furnished to a participant under the care of the 

provider; 


(b) 	The services must be furnished by an employee of 

the provider or under arrangements made by the 

provider; 


(c) 	The provider must have a liability to reimburse 

the physician for the services rendered; 


TN No. 90-6 Approval Date: (!io !?g Effective Date: 
Supersedes TN No. 



. 	 Attachment 4 . 1 9 - A  & B 
Page: H- 3 , 

E f f e c t i v e :  10-1-89 

( d )  	No payment s h a l lb e  made f o rp h y s i c i a ns e r v i c e s  
fu rn i shed  on a vo lun tee rbas i s ;and  

( e )  	Payment t ot h ep r o v i d e r  f o r  p h y s i c i a n ' ss e r v i c e s  
s h a l l  b e  made inaccordance w i t h  t heusua l  Program
reimbursementpol icyandfeeschedulefor  
p h y s i c i a n ' ss e r v i c e sc o n t a i n e di n  COMAR 1 0 . 0 9 . 0 2 .  

4 .  	 When a p a r t i c i p a n tr e s i d e s  i n  a s k i l l e d  n u r s i n g  f a c i l i t y  o r  
i n t e r m e d i a t ec a r ef a c i l i t y ,t h e  Program w i l l  payan 
a d d i t i o n a l  per diemamount f o r  room andboard t o  t h e  hospice 
c a r ep r o v i d e r  onthosedaystha ttheprovider  i s  reimbursed 
a t  t h e  r o u t i n e  home c a r er a t eo rc o n t i n u o u s  home c a r e  r a t e  
f o r  h o s p i c e  c a r e  f u r n i s h e d  t o  t h e  p a r t i c i p a n t .  

a .  Theamount w i l l  betheper  diemreimbursement 
e s t a b l i s h e d  by t h e  Program t o  payfo r  room andboardin  
t h ef a c i l i t y ;  

b .  	 The amount w i l l  bepa idonly  when thep rov ide randthe  
f a c i l i t y  h a v e  a writ tenagreementunderwhichthe 
p rov ide r  i s  r e s p o n s i b l ef o rt h ep r o f e s s i o n a l  management
o ft h e  p a r t i c i p a n t ' sh o s p i c ec a r ea n dt h e  f a c i l i t y  
a g r e e s  t o  p r o v i d e  room a n d  b o a r d  t ot h ep a r t i c i p a n t .  

5 .  	 F o rp a r t i c i p a n t sr e s i d i n g  i n  a s k i l l e dn u r s i n gf a c i l i t yo r  
i n t e r m e d i a t ec a r ef a c i l i t y ,t h eD e p a r t m e n to f  Human 
Resourcessha l lde t e rminetheapp l i ca t ionof  a r e c i p i e n t ' s  
r e s o u r c et ot h ec o s t  of hosp iceca repur suan tto  COMAR 
10.09.24 AND COMAR 1 0 . 0 9 . 2 5 .  

6 .  	 Requestsforpaymentforhospicecarerendered w i l l  be 
submi t t edaccord ingtoprocedureses t ab l i shed  by t h e  
Department.Paymentrequestswhicharenotproperly
p repa redorsubmi t t ed  may notbeprocessed ,  bu t  r e t u r n e d  
u n p a i dt ot h ep r o v i d e r .  

7 .  	 Requestsforpayment w i l l  besubmitted on t h ei n v o i c e  form 
s p e c i f i e d  by theDepartment .  

TN No. 90-6 ApprovalDate: 
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Office  
Office  
Office  

office  

Reimbursement:ObstetricalandPediatricServices 

1 

1. 	 As of July 1, 1997, pediatricians, family practitioners, and certified 
nurse practitioners are reimbursed the lower of their customary fee or 
the Program's maximum fee indicatedbelow: 

Procedure Procedure 

Code Description 


OFFICE AND OTHER OUTPATIENT 

upper 

Limit 


MEDICAL SERVICES 


9 9 2 0 1  OfficeVisit 
9 9 2 0 2  OfficeVisit 
9 9 2 0 3  OfficeVisit 
9 9 2 0 4  OfficeVisit 
9 9 2 0 5  OfficeVisit 

9 9 2 1 1  Visit 
9 9 2 1 2  Visit 
9 9 2 1 3  Visit 
9 9 2 1 4  OfficeVisit 
9 9 2 1 5  Visit 

New Patient 


- NewMinimal 
- NewModerate 
- NewExtended 
- NewComprehensive 
- NewComplicated 

Established Patient 


- EstablishedMinimal 

- EstablishedModerate 

- EstablishedExtended 

- Establishedcomprehensive 

- Establishedcomplicated 


$25.00  
3 3 . 0 0  
37 . O O  
4 8 . 0 0  
5 0 . 0 0  

1 0 . 0 0  
2 0 . 0 0  
3 1 . 0 0  
3 8 . 0 0  
4 5 . 0 0  

office or Other Outpatient Consultations 


9 9 2 4 1  Consultation - Office - Limited 
9 9 2 4 2  Consultation - office - Intermediate 
9 9 2 4 3  Consultation - Office - Extended 
9 9 2 4 4  Consultation - Office - comprehensive 
9 9 2 4 5  consultation - office - Complex 

3 3 . 0 0  
37 . O O  
4 3 . 0 0  
5 0 . 0 0  
5 0 . 0 0  

3 0 . 0 0  
3 7  . O O  
4 3 . 0 0  
5 0 . 0 0  
5 0 . 0 0  

Confirmatory consultations 


consult - Limited9 9 2 7 1  Confirmatory 
9 9 2 7 2  Confirmatoryconsult - Intermediate 
9 9 2 7 3  ConfirmatoryConsult - Extended 

Consult - comprehensive9 9 2 7 4  confirmatory 
9 9 2 7 5  Confirmatoryconsult - complex 
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